Gynecology Health History

PATIENT IDENTIFICATION (Please print) Date of Birth / / _ Age: Religion:,
Patient’s Name: Marital Status: @S OM 0D OSEP OW Race:
Address: Education: Years  Occupation:
Employer:
Home Telephone No:  ( ) Type of Insurances; Polioy:
Work Telephone No:  ( ) Referring Physician:
Reason for Visit: Primary Physician:,
4. CURRENT MEDICATIONS D None 37. PREGNANCY HISTORY (Complete all information)
#of # of Premature #of # "
Pregnancies Births Mioscarriages Asé:igz:taneous mrltri’g:'ud éa{;ﬁ;/;’ng
2of | Bom Baby's Wei Wi 7
Term eight leeks Pregnant | Hours | Type of | Typeof | Complication:
Births| MonthvYear | Sex at Birth (Term=40Wks) |in Labor | Delivery | Anesthesia Yeg No i
2. MEDICATION ALLERGY / SENSITIVITY 1 / Ibs. oz, a
List all medications allergic to: O None 3 7 e d
— 00
3 / Jos. oz.| D D
4 / Ibs. oz D ]
MEDICAL HISTORY (Check the appropriate box) 5 / Ibs. oz, o g
Have you or any members . Your {38 MENSTRUAL HISTORY
of your family had: You oy First Day of Last / , LIFESTYLE Yes No
3. High Cholesterol ........ovveennsnns Q O |Menstrual Period —— ] 40. Did your mother take DES or any other
4. Heart DiSEase ...vvevervenininnenns g a e r— hormones when pregnant with you? aa
2 nterv:
5. Rheumatic Fever................... ] P tlo. of Dais Lengthof f47. Have you ever had a Pap test? oo
6. High Blood Pressure..........oovvens g 0O First Period) Between Periods) Period I Yes: Dat
7. ASHAMIA. & » «omsemew v om s s s #5333 Saass a % Rateof your kst
8. TUDEICUIOSIS v vvvevernnnnnenennns a rw days days Paptest?____ /. /
O, Diabetes . asismsrsssssssasssravin [ | Abnormalities: O Excessive Bleeding Have you ever had abnormal
: :2 Egogslxstgems .................. 8 g O Discharge O Pain O None Pap test results? o a
L St Bov;/él.c.Jl: """"""""" 39. CONTRACEPTIVE HISTORY 42. Are you sexually active? g Qo
Gall Bladder Problems ....... R a Type Datés Used 43. Do you have one partner or O one
: 2. zgrée(yH?\;) Bladder Problems . ......... 8 - el Gebesepte B - :’nany partners O many
L AIDS{BIV) sosssnsnsnmonsarsssesvas s int <
15, Hepatitis type___)ee-vevvereerens g g |vree Q s intercourse painful for you? Qo
16. Anemia or Blood Disorder. .. ......... g Qg = 45. Do you do a monthly
17. Blood Transfusion . .....eveeereerans a IUD ........tn a self breast exam? agano
18, AllEIgIES. c «vvcvnrerrerneeetiians a Diaphragm....... g 46. Have you ever h ?
18. Breast Problems ......vvvuieineinns g 0O {Norplant......... a 1 Ye .yD M oo
D0, GARGET.vw o «ssssmassssorssssnsrass O O fsponge......... a o5 Dateof yaur st
21, Infertility. « vvverenneeeiieiiiiias g Spermicide . . . ... . o mammogram? _/. /
§§ gir;;ra"l:; gi; Sexual Problems .......... B Condoms. .. ..... ) 47. Do you exercise on a regular basis? a a
24, GONOITHEA + v v v v e verenanenennrnns a Other _ — 0 e Typect uemmlss
25, HerpeS (HSV). «vvvnnennnnnenninns g Sterilzation O mae O Female Hours per week exercise
26. Syphilis «.vvvevnnreieiiiiien g
27. Birth Defects or Inherited Diseases. ... . a a
28. Sexual Abuse or Domestic Violence.... @ O SIGNATURE: DATE
29. Other Medical Problems .. ........... g a
30. No Known Medical Problems...... 0 O

HOSPITALIZATIONS List operations/serious
illnesses that have required hospitalization. If more than

six, check this box. O Do not include pregnancies here.
Month/Year liiness or Operation c‘;";g"“gg“

/ g g
/ g g
/ g a
/ g g
/ g g
/ o g

SUBSTANCE USE (Check only those you use)
Q 35 Non-Prescribed

32, AlOhOl vvvvinvanens Drugs
Type -
Amt/day Amt/day
33. TobaCCO ..vvrernnans a an; ”
Type ay.
Amt/day 35, Street Drugs ........ a
Type
34, Caffeine....c.covnenns a Amt/day
Type Type
Amt/day Amt/day

PHYSICIAN NOTES:




